repositioned. Either side of greater palatine canals was injected Removal of nasal packing is the most distressing with 2 to 3 mL of 1% Xylocaine solution, 5 minutes before removal event for most patients undergoing some nasal operations.
'number of patients have an extremely sensitive nasal mucosa and remember the incident well, dreading a repeated procedure. Few solutions are available for this
RESULTS

problem. We investigate the analgesic effect of sphenopal-
The mean scores on visual analogue scale were 3.27 atine ganglion block via the greater palatine canal before (range, 0-7) in the injected side and 7.27 (range, 3-10) in removal of nasal packing.
the control side. The injected side showed a significantly lower pain score than the control side (Table I ) (Wilcoxon 
MATE-AND METHODS
Eleven patients undergoing septoturbinoplasty were recruited. There were eight male and three female patients. The mean age was 28.3 years (age range, 23-35 y). Nasal packing with two pieces of Vaseline gauze and one piece of Merocel in each side was applied and kept for 2 days after operation. The instl-uments required are a 5-mL syringe and a 25-gauge needle. ARer greater palatine canal injection, patients were asked to evaluate the severity of pain during removal of nasal packing by visual analogue scale (range, 0-10) and the feasibility of the procedure.
Iwoection Technique
The greater palatine foramen has a constant location posteromedial to the third maxillary molar and anteromedial to the maxillary tuberosity and pterygoid hamulus (Fig. 1) . We bent the needle approximately 60°, approximately 25 mm from the tip. After using finger palpation to determine the location of the greater palatine foramen, one pushes the needle through the mucosa until bone is encountered. Slight exploratory movements localize the foramen, and the needle slips up the canal with ease.
A negative pressure with aspiration ensures the correct position.
Air bubbles or a bloody aspirate indicates entry into the nasopharynx or a vessel, in which case the needle is withdrawn and Send Correspondence to Ming-Che Hsu, MD, Department of Otolaryngology, National Taiwan University Hospital, No. 7, Chung-Shan S. Road, Taipei 100, Taiwan. E-mail address: drhsumingche@yahoo.com.tw sign raok test, P <.01). Nine patients favored this procedure, and the other two could tolerate it. Only one patient had mild hematoma at the injection site.
DISCUSSION
Clearly, a short-acting analgesic or procedure that is safe, inexpensive, and easy to administer would be ideal in dealing with the problem of pain or discomfort on removal of nasal packing. However, few studies have been reported
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Wilcoxon sign rank test; P <.01, significant.
previously. Laing and Clark1 compared papaveretum and Entonox (50% nitrous oxide and 50% oxygen) in relieving pain associated with removal of nasal packing in their patients. Papaveretum was given intramuscularly, 30 minutes before removal of packing, and Entonox was administered from an oral mouthpiece immediately before pack removal. The authors advocated Entonox as a safe and relatively inexpensive means of pain relief with a significant advantage over papaveretum. However, inhaled nitrous oxide has not been available regularly in the general otolaryngological ward and it would cause temporary drowsiness. Thus, we prefer the Xylocaine injection of the greater palatine canal. Greater palatine canal injection was a safe and simple procedure under proper technique. Anatomically, the greater palatine foramen extends in a posterosuperior direction at an angle of 60" to 80" degrees from the horizontal plane of the hard palate. It leads superiorly into the pterygopalatine fossa, which is a triangular space behind the maxilla. It is an enclosed space with bony walls and communications through canals and fissures that are completely obliterated by fat, the third part of internal maxillary artery and its branches, the maxillary division of the trigeminal nerve, and the sphenopalatine ganglion. A nee-
The pterygopalatine fossa has been of interest to both otolaryngologists and dentists for the institution of regional vidian neurectomy, and the control of posterior epistaxis. Greater palatine canal injection of Xylocaine and normal saline was always reported as a successful alternative to the posterior nasal packing and arterial ligation in epistaxis. No serious complications were encountered. The most frequent complaints were dental anesthesia and transient retro-ocular p r e~s u r e .~ Currently, we employ this procedure to relieve the pain associated with removal of nasal packing successhlly. Besides, it may have the advantage of preventing possible early bleeding after nasal packing removal.
CONCLUSION
Nasal packing with Vaseline gauze and Merocel remains for the foreseeable h t u r e in the postoperative management of nasal surgery and primary treatment of moderate to severe epistaxis. Many patients can benefit from the sphenopalatine ganglion block via the greater palatine canal at the time of nasal packing removal. This is a simple, inexpensive, tolerable, and effective method of analgesia with minimal side effects. 
